Massive gastrointestinal bleeding is rare in Crohn's disease. Three young adult patients are reported in whom the diagnosis of Crohn's disease was made following investigation for life-threatening gastrointestinal bleeding.
Case reports
Case 1: A 21-year-old man presented to the Outpatient Department with a 12-month history of vague epigastric pain possibly related to excessive alcohol consumption. A barium meal at the time of presentation was normal and a gastroscopy showed no significant abnormality. Three months later he was admitted to hospital complaining of faintness and melaena. A blood count showed Hb 6.9 g/dl with a normal film. Repeat gastroscopy was normal. A barium enema showed a normal colon but suggested an abnormal terminal ileum. A Meckel's scan was normal. A small bowel meal confirmed the terminal ileum to be abnormal, and on this basis a diagnosis of Crohn's disease was made.
Case 2: A 30-year-old man first presented complaining of weight loss, night sweats and postprandial epigastric pain which was relieved by antacids. Initial investigations showed Hb 14.1 g/dl with borderline microcytosis (mean corpuscular volume (MCV) 77 fl), a low serum iron (11 jumol/l) and raised total iron binding capacity of 75,umol/l. ESR was raised at 37 mm/h. Barium meal and barium enema were normal. He was lost to follow up, but represented one year later with a 3-month history of black stools and a 3-day history of frank melaena, malaise and dizziness. On examination he was pale, and rectal examination confirmed melaena. A blood count showed Hb 6.8 g/dl with an MCV of 66 fl. A technetium-99 m red cell scan showed no evidence of persistent bleeding. Gastroscopy was normal. Sigmoidoscopy and colonoscopy were normal except that the ileocaecal valve was mildly inflamed. Nonspecific inflammation was found at histology. A small bowel meal showed Crohn's disease affecting the mid-jejunum and terminal ileum.
Case 3: A previously fit 30-year-old woman presented as an emergency with profuse rectal bleeding and dizziness on standing. There was no preceding history of indigestion or weight loss. On examination she was pale and distressed with a blood pressure of 100/60 mmHg, but no abdominal signs. Full blood count showed Hb 10.0 g/dl. Sigmoidoscopy showed fresh blood clot but no bleeding source. A barium enema showed filling defects in the right colon attributed to blood clot, but no other abnormality. Gastroscopy was normal, and a scintiscan showed no evidence of a Meckel's diverticulum. A small bowel enema showed the distal 25 cm of the ileum to be involved by Crohn's disease, a finding that was confirmed at subsequent laparotomy and resection of the affected bowel. 
Discussion
The gastrointestinal bleeding in these 3 patients was undoubtedly due to their Crohn's disease, and it is of interest that this was the only symptom referable to their disease at the time of presentation. Whilst gastrointestinal bleeding has previously been described in Crohn's disease (Crohn et al. 1932 , Homan et al. 1976 ) life-threatening haemorrhage is rare. This complication was first reported by Fallis (1941) and was subsequently confirmed by Rubin et al. (1980) who described 7 patients with Crohn's disease in whom acute life-threatening haemorrhage was the presenting symptom. It is, however, an unusual occurrence and massive bleeding in Crohn's disease may often be the result of other pathology. Of the 25 patients described by Crohn & Yarnis (1958) 20 had coexistent peptic ulcer disease. Despite extensive investigation in the 3 patients reported here, no such other possible bleeding source was found.
Angiographic studies in Crohn's disease show hyperaemia and dilatation of submucosal vessels at an early stage of the disease, while advanced disease is associated with a decreased blood flow due to thickened vessel walls, loss of collateral vessels and cicatrization (Harvey et al. 1978) . It is of interest in this context that of the cases described by Rubin et at. (1980) , the average age of patients presenting with gastrointestinal bleeding was 18.6 years compared with 30 years for those presenting with other complications of their disease. The 3 patients reported here were also young and presenting for the first time with their disease.
Surgical treatment is best delayed until it is essential, and it will not necessarily protect against recurrent haemorrhage (Sparberg & Kirsner 1966) . If patients continue to bleed and surgery is considered unjustified, it is possible to treat the bleeding with intra-arterial vasopressin (Mellor et al. 1982) .
Our experience indicates that a diagnosis of Crohn's disease should be excluded in any young patient presenting with unexplained massive gastrointestinal bleeding.
